ABSTRACT
INTRODUCTION
The paper is framed within consideration of the international research language surrounding caregiving roles and experiences, alongside some recent New Zealand policy documents which open up the relationship between so-called 'formal care services' and 'informal' family-based eldercare. The paper has a particular focus on the various voices and discourses involved, both lay and professional, when considering the policy context and everyday practice in family care of older people.
Through the language surrounding extensive family engagement with older people, an anthropologist 'at home' in New Zealand today encounters many questions, an extensive vocabulary, and multiple and, at times, contradictory interpretations of the expectations and experience of family care provision. The questions posed by my title have no standard or simple answers. After a review of local and national research studies using a variety of methods to reflect on informal care provision to older people in a family context, the semantics and significance of family care and caring will however have been fully explored.
In the first section of this paper, I offer a brief overview of the international research literature on family and informal care, to set the scene, and pay particular attention to the international 'language of care' . Then, I present perspectives from older New Zealanders themselves talking about the ways that family support, help and care is provided and received. In the third section, I review some selected New Zealand caregiving research based on the voices of family and informal carers, many of whom I have worked with, over the last twenty years or so. In the fourth section of the paper, I comment on the ways that family care is referred to and dealt with in social policy documents, including some apparently contradictory definitions. These comments return us to the notion that answering the questions posed in the title requires explicit attention to both semantics and personal meaning-making. The final section then brings together the linked fields of paid and unpaid care in an ageing society.
COSMOPOLITANISM AND CARE: NEW ZEALAND IN GLOBAL CONTEXT
The place of social support and informal care in later life has long been asserted in personal testimony, public policy, and in research in several academic disciplines, 'as a societal issue of global significance' (Yeandle et al. 2017) . Global estimates converge around an estimate of eighty per cent of the help, care and support provided to older people being 'informal' , provided by household and/ or family members, particularly, but not exclusively, by women (Fine 2006 (Fine , 2007 Nolan, Davies, and Grant 2001) . Formal health and social care services which make up the balance of the total 'aged care package' are thus outweighed by the informal sector, whether they are funded privately or from public sources. Such statements are clearly contingent on consistent definitions and measurements of what each of these care contributions encompasses, and what each is worth. Thus, anthropological approaches to both context and comparison are well suited to demonstrate the challenges in both local semantics and in research findings reported at an international and global level.
A key point of contention lies in the interface between the formal and informal. Estes and Swann (1992) coined the term 'no care zones' to describe the areas of aged care need in the gap between the formal and the informal in the United States. Keeling and Davey (2008) took this further in terms of its applicability to the New Zealand context, in a collection of papers exploring the 'blurred boundaries' recognised between these zones of care, in several countries, mostly English speaking, but in varied community care frameworks (Martin-Matthews and Phillips 2008) . Further work in United Kingdom and European welfare politics questions the simplistic notions of substitution and/ or complementarity between the formal and informal sectors. For Sweden, an empirical exploration of this relationship under the title 'Either, neither, or both?' offers compelling evidence of the complexity of this interface in several different municipalities (Sundstrom, Malmberg, and Johansson 2006) . In sum, they find primary evidence for both formal and informal care coming into play, as the health needs of older people increase over time, of more supplementation than substitution between the two sectors, with few examples of 'neither' as the equivalent of the 'no care zones' described earlier by Estes and Swann in the US.
The case for exploring family and social ties in old age has been strongly made by Phillipson, et al. (1998, 260) , primarily to provide insight into how older people manage and organise their daily lives. They stress that the nature of family ties is an overt and enduring concern of social policy, especially in the field of community care (see also Chambers et al. 2009; Harper 2004 ). Due to structural changes affecting the family, such as smaller family size, lower fertility and increasing rates of divorce and remarriage, historical patterns and experiences cannot be simply projected into the future; nor can these be assumed as being universally played out in differing geopolitical contexts. While these authors are United Kingdom-based, many of these structural features have also been noted in New Zealand's demographic and family history as described by Pool, Dharmalingam, and Sceats (2007) . Explicit United Kingdom -New Zealand comparison has been made in Thomson's (1996) work based on 'the ageing of New Zealand's welfare state' and the 'intergenerational social contract' . In the second edition of his book, Thomson further tests his thesis against concurrent United Kingdom welfare policy, with a focus on the post-war periods. The triangular relationships between individuals as they age, their families and communities, and the State, needs constant review and possible renegotiation, in the context of these evolving structural features.
It is not uncommon to find New Zealand policy statements which position population ageing as a major fiscal risk to the nation's health services: 'The financial sustainability of our healthcare system is crucial. This is especially significant given our ageing population' (Ministry of Health 2015) . This quotation comes from the Associate Minister of Health announcing the overdue review of the Health of Older People Strategy (Ministry of Health 2002) . Such statements bring into question the sustainability of even the notional twenty per cent publicly funded component of the overall 'care burden' apparently posed by older people. Putting this more positively, Croucher (2010) argues that geriatric medicine, the medical care of older people, is becoming the core activity of general hospital-based services in New Zealand. In turn, the modelling of the supply and demand projections within the informal family care sector raises questions surrounding the availability of family carers, and the extent to which they might be 'ready, willing and able' to meet rising demand and expectations, in the context of an ageing population (Goodhead and Macdonald 2007) .
Within anthropology, as editor of several collections of writing on cross-cultural studies of ageing and gerontology, Sokolovsky (2009) outlined some goals for anthropological approaches to social networks and ageing. First, Sokolovsky argues that such collected work demonstrates the diverse patterns of the cultural construction of ageing in a comparative lifecourse and ethnographic perspective. This body of work focuses on empirically and ethnographically defining everyday personal networks for older people in their communities. At the same time, it elucidates the qualitative aspects and cultural meanings of kin and community networks, and their characteristics. Finally, as noted above, rapid sociocultural shifts and globalisation challenge in many ways, the structural and functional dimensions of these networks.
Research has shown that social support, and quality of interpersonal relationships, are an important element of quality of life for older people (Victor, Henderson, and Lamping 1999, 372) . Further theoretical support for this generalisation comes from exchange and transaction theories, symbolic interactionism, as well as lifecourse perspectives:
There has been a notable lack of articulation between mainstream sociological theory and the work of social gerontologists. . . . With more rigorous and systematic integration of gerontological data with social and social psychological theory, more comprehensive explanations of life course phenomena would result. (Bengston and Dowd 1981, 55) However, to retain the focus on care as a core component of familial relationships across the life-course, it is useful to review the work of Berkman et al. (2000) as they revisit Durkheim himself; they work through the three major levels of social facts, from the macro, through the meso to the micro.
At the macro level, sociostructural conditions are relevant, whch will be shown as I turn later (in the fourth and fifth sections of this paper) to the New Zealand public policy and national demographic features surrounding family care of older people. My purpose in these later sections is to explore the macro policy framework which surrounds family care, both explicitly and implicitly.
In the meso level, primarily presented as the immediate social network surrounding an older person, it is clear that 'context matters' . For me as an anthropologist, this statement is both a truism, and an invitation to explore local particularity. The goal of understanding networks as 'entities' , so that the life of an 'individual in context' can be located has been articulated in the life's work of another anthropologist-turned-gerontologist, Clare Wenger (beginning with Wenger 1994) . Her understanding began as both holistic and longitudinal, before being applied in practice. Wenger's typology of social networks was initially derived from longitudinal fieldwork in rural and urban North Wales, before being tested in urban Liverpool. Stephens et al. (2011) have applied and tested both Wenger's network typology and the Berkman et al. (2000) model, against the patterns of other markers of social integration found in their baseline study in 2006 of mid-life New Zealanders. Cluster analysis of network data, including frequency of face-to-face contact, and non-visual contact, along with organisational participation, including affiliation to religious groups, is converted into the generation of five network types, in Wenger's method (Wenger 1994) . The differentiating criteria within the network typification process are based on the relative mix of contact with kin, neighbours and friends, as well as participation in community-based groups. Geographic proximity is also included within the analytic structure. Stephens et al. (2011) also conclude that the New Zealand network-type data fits well with the Berkman et al. model of cascading effects, and confirm the value and validity of both of these approaches. The differing ways that each network type behaves in the face of evolving health needs of older people is the primary contribution of applying a network approach to the everyday situation of an older person needing care.
In contrast, there is also a strong mathematical but less commonly applied tradition, within social network research, defining and measuring the relational complexity, and mapping social network structures at the meso level: size, range, density, boundedness, proximity, homogeneity, reachability. Frankenburg's classic Communities in Britain collection (1965) directly links network characteristics to cosmopolitanism, showing how elements of network ties -reciprocity, multiplexity, duration, intimacy, density -offer insight to understanding the structure and functioning of families and communities across the urban-rural continuum. In particular, since my first encounter with an anthropological reading of Frankenburg's presentation of social network theory as an Otago undergraduate, I have found it useful and illuminating to work through the currently competing claims of universalism and local particularism, by drawing on his analysis when considering the semantics and significance of family care. While structural and meso-level work has been a consistent interest of anthropologists in fieldwork settings around the world, at its heart has been an assumption of geographic proximity, as a core dimension of social relationships, relevant to the provision of care. As the introduction to this issue makes clear, later interest in globalisation and cosmopolitanism has challenged this assumption, as virtual and shorter term proximity becomes more prevalent, through travel, migration, and technological links. Relating this again to how care of older family members is expressed, and experienced, has been a useful collaboration with geographers, testing prior spatial assumptions, that family care, especially of the instrumental type, would be necessarily localised. A New Zealand study explores the 'social spaces' described by older people as they locate their social ties radiating outwards from their home and neighbourhood, to the global and international scope ). This work deepens understanding also of how geographic distance, space and place are experienced within New Zealand's major urban context, and in the family and social worlds of older people, suggesting the further applicability of principles of 'relative distance' identified earlier in a rural setting (Keeling 2001) .
Research in this meso zone (including relationships and networks of care and support) has traditionally focussed on the role of structural social support and its relationship to health and service-use outcomes. Alongside these structural dimensions of an older individual's relationships, such as the composition and extent of their social and/or support network, research interest has also been directed to functional dimensions. The content of relationships, the extent, type, sources of support and care, is both functional and pragmatic, allowing a description of 'who does what, when' to be presented.
The final level through which the analysis is explored by Berkman et al. (2000) is through pychosocial mechanisms at the micro level. Three primary pathways are outlined: health behavioral, psychological, and physiological. Alongside health behaviour, studies of help-seeking, peer pressure and peer support, social influence and adherence to health promotion programmes might all be relevant in understanding these mechanisms in the context of later life social settings. Within the psychological or micro level, studies of perceived adequacy of support (in terms of both quality and quantity, as well as availability) is a further direction of research attention. Anthropologists will not be surprised to find that such attempts to measure satisfaction have also uncovered ambivalence and conflict arising within so-called 'supportive relationships' . The development of the term 'sandwich generation' , to describe family carers who are simultaneously providing help, care and support to their ageing parents at the same time as they may have young adults still living in the household, and be providing regular child care for, or potentially raising, grandchildren, owes much to exchange theory, as well as to classic studies on kinship, as the earlier references to the work of people such as Bengston and Dowd and Sokolovsky show.
Just as cosmopolitanism challenges notions of space and place, cultural and linguistic analyses of the vocabulary and meanings of care are also essential. At any level of analysis (from macro to micro, from global to local) there has been a tendency to conflate two terms -care and support -as if they are synonymous. A critical paper which distinguishes the two terms both conceptually and empirically, is that by Keating et al. (2003) . The paper builds on the prior extensive body of work by Wenger and others developing a network typology and uses a Canadian database to demonstrate the intensification of family involvement over time, as support networks become care networks.
Help, care and support: The language of international comparison
The fundamental acknowledgement that the 'language of care' had undergone radical semantic shifts during the twentieth century in English was expressed and developed by Bytheway and Johnson (1998) outlining the principles of linguistic and cultural change in their key paper, on the 'social construction of carers' . They demonstrate that through the steps outlined as 'Recognition/ Definition/ Claims-making/ Legitimacy/ Institutionalisation' the term carer has now entered English vocabulary, with the acknowledgement that in the 1950s the term was 'barely in the English language' (Bytheway and Johnson 1998, 241) . Despite this short period, it acquired statutory and legislative use, in the UK Carers Recognition Act of 1995. This enabled the further four steps, alongside the incorporation of Carers UK, which itself followed the establishment of the Association of Carers in 1981. In this way, carers in the United Kingdom are seen as 'a category created through the interplay between personal experience and various interest groups -policy makers, researchers and pressure groups' (Bytheway and Johnson 1998, 241 ).
Yet, announcing Carers Week, in June 2015, the Carers UK website continues to post a similar message about the currency of the term:
You may not think of yourself as a carer -perhaps you've looked after someone for a long time without ever calling yourself one, or maybe you think the help you give your spouse or parent is simply what you should be doing. If so, you could be missing out on the help that's available to you (Carers UK 2015) .
Clearly, New Zealand and Australia have followed this linguistic line of descent, with Carers Australia and Carers NZ respectively claiming the term. Canadian patterns seem more mixed, and to follow both UK-English and AmericanEnglish patterns, with a mixed use of carer and caregiver evident in the domains of policy, research and advocacy. There is occasional use of the caregiver term in New Zealand research (see Jorgenson et al. 2010) . In some situations, it can be a useful way of distinguishing provision of paid and unpaid care, by contrasting the roles of careworkers, and caregivers. In the fourth section below, I show that the continuing mixed use and meanings of these various terms is evident in New Zealand public policy documents.
The work of Forbat (2005) also adds an important perspective, in her book Talking about Care: Two Sides to the Story. In the five chapters of the book, there are five dyadic accounts of caregiving relationships, derived from a series of paired interviews. These five accounts of care illustrate clearly in narrative form, that each relationship covers a full spectrum of qualities and characteristics; one of Forbat's aims is clearly to avoid polarisation of binary locations between extremes, which are evident in both research and policy strands of work, contrasting 'care' and 'abuse' , for example. Many others have also theorised contemporary care research, and included its problematic linkage with concepts of ageing and dependency (see, e.g., Fine and Glendinning 2005) . A powerful public outline of 'the state of the art' in research, theory, policy and practice relating to the field of care is outlined in the inaugural editorial to the newly launched International Journal of Care and Caring (Yeandle et al. 2017) .
Recently, Allen and Wiles (2013a) have used positioning theory to offer an analytic framework to some of their New Zealand research into the family contexts of older New Zealanders.
Language does things; identities are multiple and contextual; and knowledge is located in shifting stories, from the intrapersonal to the sociocultural. Positioning theorists structure the mutual effects of language (speech acts), identities (positions) and narratives (storylines), within theorised moral orders, providing ways to interpret how positioning is achieved, and how counter-positioning may be possible. Positioning analysis could be particularly interesting for the study of life transitions in older adulthood (e.g., health/disability, autonomy/dependency, home/residential care, diagnoses of neurocognitive disorders, widowhood), a large area of interest currently in gerontology. (Allen and Wiles 2013a, 175) In some of this work, older people without children have been participants who challenge normative expectations surrounding sources and availability of care and support in later life (Allen and Wiles 2013b) .
This section has thus contributed a brief comparative overview of international research on family care in general, and informal care of older people, in several different national, cultural and political-economic contexts, across the English speaking world and research literature. From this 'etic' perspective, it has considered several different comparative contexts and processes: particular United Kingdom-New Zealand welfare comparisons (e.g., Thomson 1996) and New Zealand-Australian social policy settings such as those in aged care (Fine and Keeling 2010) , various bilateral and wider research collaborations between United Kingdom, New Zealand, Australia and Canada, (Fine and Glendinning 2005; Keeling and Davey 2008; Martin-Matthews and Phillips 2008) and touched on both United States (Estes and Swann 1992) and Swedish research (Sundstrom et al. 2006) . All have been chosen with a view to exploring currency, significance and contribution of the international (cosmopolitan) language of care research.
The next sections turn to the 'emic' level, to explore in turn the persectives of older people, followed by those of their family carers, drawing on both published and unpublished New Zealand research material.
NEW ZEALAND ETHNOGRAPHIC WORK WITH OLDER PEOPLE IN THEIR SOCIAL CONTEXT: OLDER PEOPLE TALK ABOUT CARE AND SUPPORT
This section will develop further some of the repertoires of talk, narratives, storylines and actions which are consistent both with positioning theory as noted above, and with local ethnographic and interview-based research with older New Zealanders.
Two New Zealand longitudinal studies of ageing can be compared, covering a span of over thirty years from mid-1980s to the present day, and set in two different regional South and North Island localities, for their ability to trace in more detail, the language and semantics of care. First, came the Mosgiel Longitudinal Study of Ageing MLSA (Campbell et al. 1994; Keeling 1998 ) and later, a two cohort study of the 'oldest old' Maori and non-Maori in the Bay of Plenty and midCentral North Island, known as LiLACS (Life and Living in Advanced Age: A cohort study) (Dyall et al. 2014) . The approach used in both studies follows Seeman and Berkman (1988) , and is aimed at understanding who provides which kinds of support, help or care. The interview framework in both follows a series of questions also used in the United States Macarthur studies, which deal with instrumental help with daily tasks, with emotional support, and with the availability (or not) of a 'confidante' or 'one special person' , as presented in Table 1 . The items listed under A, B and C also add a further supplementary question, asking if the participants 'could have used more help of this type than they received' , with responses ranging from 'none at all' , to 'a lot. ' While these questions do allow a research focus on sources, availability and perceived adequacy of support, they are clearly designed to elicit a response based on individual norms and expectations, through the perspective of whom an older person would turn to, under everyday circumstances. Actual behaviour under different circumstances, such as the need for 'care in a crisis' might well reveal a different pattern. (In the same way, the definition of crisis of course is also situational, from an acute health event, to a disaster such as flooding or earthquake, but is here used to strengthen the sense of the 'everyday' in such studies of care and support.)
Alongside the epidemiological approach of the MLSA, and the extensive series of questions identifying the composition and functioning of the social and support networks of the participants, I conducted a series of extended qualitative interviews, as part of my doctoral study in anthropology (Keeling 1998) . These interviews were held shortly after the nurse-administered survey questions, and invited the participants to 'talk some more about family and friends' and the roles they played in the everyday lives of the older people in this community. The analysis of these interviews was informed primarily by ethnographic principles of interpretation, but also by the work of British sociologists, such as Finch and Mason (1993) , on the negotiation of family responsibilities. Table 2 charts a series of principles which were identified within these interviews, alongside an 'emblematic phrase' which illustrates how each principle was articulated within the narrative accounts (Keeling 1998, 206-227) . A linking thread from these narratives is fully consistent with fundamental ethnographic understandings of psychosocial and cultural processes: that individuality and a sense of personal independence (autonomy and agency) is expressed in a social context. In the case of rejection, for example, the participant rejected her son's advice (that she should move into a retirement complex), as she saw it as driven by his own needs, not hers. These interviews designed to talk about family and friends show that a sense of self is embedded in relations with others, and while family may be central to this discourse, this is not in an exclusive sense, but is highly relative to situation and circumstances (Keeling 1999 (Keeling , 2001 (Keeling , 2003 .
Despite various points of contrast with the Mosgiel study (ten years apart, Edwards as a male researcher in a Maori community in Taranaki), a second New Zealand doctoral study of the experience of positive ageing reveals interesting points of similarity in the cultural constructions of family care of Maori elders, and in the positioning of elders within their families and communities (Edwards 2009 ). Particular emphasis is given to the quality of family relationships, active inclusion and respect of elders, the pain of living at a distance from family members, and the strong priority given to reciprocity of care between the generations (Edwards 2009, 170ff) .
In work related to that just cited, other New Zealand researchers (see Allen and Wiles 2013a, 2013b) have also challenged how older people might interpret each of these commonly used terms ('help, care and support'), starting with the claim often expressed by well-meaning professionals as 'older people need support' . In addition to mocking the likeness to a 'lady's corset' (Allen and Wiles 2009) , the term support is interpreted in the vignettes and voices derived from focus groups with childless older people as 'smothering' or 'propping up' someone. Wiles (2011) further contests notions of vulnerability and dependency as markers of criteria for public legitimation of care receipt.
In summary, this section has turned to a range of ethnographic and survey based studies of ageing in New Zealand communities, seeking nuanced understandings of the ways that older people are connected to their families and communities, through linguistic strategies and cultural strands being shared, contested, and enacted in everyday actions of help, care and support. In various regional locations, the researchers presented here have worked with both English and Maori speakers to explore patterns of meaning and behaviour relating to care in later life.
FAMILY CARERS IN NEW ZEALAND: IS THIS CARE? AM I A CARER?
Turning to some New Zealand research projects undertaken with family carers, the discussion now turns to situations which have been explicitly designated as care relationships. Nonetheless, participants in these studies grapple with asking these two fundamental questions: Is this care? Am I a carer? These situations contrast with those in the previous section, focussed on everyday contexts, and from the point of view of older people. In several of the examples which follow, results have been published locally, only in the form of feedback to participants, or the supporting organisations involved. It is again helpful in this section to listen to the language used to describe the many and varied components of care relationships with older family members. One study participant, self-selected into an interview through her membership of a local carer support group, when asked to describe her role as a family carer, responded with the comment 'I wouldn't call it care as such' , already showing that she was uneasy labelling her role as one based on care. She then proceeded to ouline the pattern of her week, and the various activities she undertook with her mother, whose care needs had recently expanded, after ceasing driving due to a major health event and not fully successful rehabilitation.
Already, this example shows that recruitment and participation matters in 'carer research' , for reasons of methodology, but also because it further reinforces the circularity and at times ambiguity, embodied in the language used to talk about the subject of study: in this case, family care for and about older people (DePasquale and Moen 2017).
In the first place, it is important to consider how people become involved in such studies, and to note differences from the approach taken with older people who participated in the type of community and ethnographic studies referred to earlier. Some carers are clearly 'self-identified' in that they sign up through an online request for study participants, through a website such as Carers NZ, as in Jorgenson et al. (2010) . A local carer support group in Christchurch invited researchers to conduct a survey and focus groups amongst their members (Keeling 2006a) . Some respond to a national Census question, which in turn converts these citizens into 'carers' (see below, Grimmond 2014). Another commonly used technique is to include a 'screening question' within a wider study of a national sample of people of a certain age group (as in Alpass et al. 2013; Alpass and Keeling 2014) .
In the 'Combining Work and Eldercare' study (Keeling and Davey 2008) , a screening question was also used in a replication of an earlier United Kingdom workplace study. These studies follow a similarly defined screening question to seek employees who self-identified as family carers in two New Zealand local authorities who 'opted in' to the survey, and focus group components.
In some cases, a service provider in contact with an older person and family carer invites participation in a research study. A New Zealand study with carers of older people with dementia used the COPE (Carers of Older People in Europe) instrument to measure positive and negative impacts of their caregiving role (McKee et al. 2003; Roud, Keeling, and Sainsbury 2006) .
Finally, family carers may be identified for a research study by the older person for whom they care, who nominates them. Caregivers of older people being assessed for home-based services were identified by the older people, and separate contact and consent was then obtained from the nominated carer, before they took part in the study. This study used standardised assessments such as COPE along with qualitative data from interviews (conducted face to face, and sometimes by telephone) (Keeling 2006b ). Caregivers were identified by 160 older people being assessed for home-based services in this study, which was undertaken alongside changed assessment processes. When invited to nominate their 'main informal helper' , only half (eighty-two) of the 160 older people were willing and able to do so. Then in turn, sixty-nine of these nominated carers agreed to take part in the 'caregiver's study' . Most of these (fifty-four carers) completed the COPE Index by phone, and a further fifteen took part in face to face interviews (Keeling 2006b ).
This indirect recruitment method, involving 'nomination' did pose ethical and methodological issues and challenges, although considering both the quantitative and narrative data, a pattern emerges of family care which balances positive and negative features in this group of family caregivers. A majority of carers in this study reported that caregiving never caused difficulties with family, friends or finances, and that they felt well supported by health and social services.
In other words, the caregiving situation of about half of this group of older people appears to be acceptable, to both the older person and their nominated caregiver. What about the other half? An interesting finding arose from tracing the reasons given by those older people not able to nominate a caregiver. Reasons for lack of nomination were drawn from the research assessor's notes, and are estimated as split equally between four factors:
• Medically unstable/ unable to give informed consent: twelve per cent of total group
• Did nominate, but provided incomplete/ incorrect information to contact nominated carer: twelve per cent
• Older person thought their carer (spouse, son or daughter) wouldn't be interested/ was too busy/ unavailable for some reason: twelve per cent
• Has no such person to nominate: twelve per cent.
In contrast, reports from a study of self-identified carers in New Zealand reflect higher 'caregiver strain' and low levels of satisfaction with support received (Jorgenson et al. 2010) . To explain the significant variation across different carer research studies, even in New Zealand, it is vital to differentiate several types of 'family carer' roles, according to age, prior relationship, and expectations. It is also critical to consider the language used in recruitment into these studies as well as within carers' narratives themselves. Table 3 repeats the presentation of principles and phrases derived from narrative interviews with older people, this time using the common elements noted within carers' storylines, drawn from the local studies mentioned above. 
Principle Emblematic phrase
Reliance 'She counts on me' Independence 'She's really independent' Normalising 'Just the usual …' Convenience 'I am the one on the spot. '
Mutuality and reciprocity 'We've always helped each other out' Simplification 'There's a whole lot of stuff but I'll try to keep it simple…. ' So far, I have drawn from selected research strands, to present some voices from family carers, as they seek to express their experiences within the usually private care zone of family care being provided to older people. It is possible to trace these narrative threads, in published work beginning with Opie's two books from over twenty years ago (1991, 1992) , through to Wiles' 2003 paper mentioned earlier. In Caring Alone, (Opie 1991 ) the direct voices of family carers have described their sense of isolation, and distance from appropriate support services. The wider context of the interface between formal services and family care is addressed directly by both Opie (1992) and Wiles (2003) , drawing, as seen earlier, on images of gaps, blurred boundaries and lack of clear definitions or integration between the two sectors of paid and unpaid care.
In other words, in 'talking about care' in New Zealand research studies, family carers use a wide range of alternative terms and phrases, just as in Table 2 , older people themselves illustrate their reluctance to use an all-embracing term such as 'care' to describe such complexity and fluidity in the nature of their family relationships. Exploring the cultural and linguistic semantics surrounding care practices and behaviour is thus a cumulative process, seeking commonalities, and shared meanings, alongside points where definition and interpretation remain elusive, or questioned and contested. In the next section, the paper turns to fresh levels of public expression, to further extend understanding of what care means to New Zealanders, through readings of selected health and social policy documents.
NEW ZEALAND POLICY AND PUBLIC DOCUMENTS -SPEAKING A COMMON LANGUAGE?
The website for Carers NZ regularly leads with a banner heading, asking ' Are you a family carer?'
Supporting someone else may be so much a part of what you do each day that you don't see yourself as a family carer. That's fine. We're not about labels. But we are about making sure that anyone who assists a friend or family member who has extra needs due to illness, old age, or disabilities has access to support and information. (Carers NZ 2015) In addition to producing a quarterly magazine, Family Care, and using the website effectively as a virtual meeting place for those commonly known as the invisible sector, this organisation advocates for policy development and practical support for family carers, young and old. They have also commissioned and promoted research based on New Zealand Census data since 2001.
The 2001 Grimmond's analysis then models and imputes the economic value of this extensive amount of unpaid family care, paying particular attention to the personal and public interface between paid and unpaid (family based) care work, which has been explored in many national contexts, as shown earlier in this article. The National Health Committee (2010) also reported on this interface in terms of the public policy response to the growing call for better support for unpaid family carers. This report notes that under conditions of population ageing, a growing number of family carers are themselves aged over sixty-five, particularly those caring for their spouse. A further issue relates to the potentially conflicting policy pressure for older people to 'extend their working lives'; a worker in their sixties may well be faced with a difficult choice to reduce work commitments to facilitate increasing care needs of a spouse, or a parent aged in their eighties (Starr and Szebehely 2017) .
However, it is clear that even within the language found in current policy and public documents, there are two very different definitions and interpretations of the one term, 'carer' , as outlined below. In the first instance, this is clearly, albeit unusually, defined as a PAID role:
'Carers are often called health care assistants or community support workers, and they include those who work in residential aged care and home-based settings' (Human Rights Commission 2012, 1).
Following this definition on the opening page of the Caring Counts Report, there are about 500 uses of the term carer, signifying a paid role, in the remainder of the report, so its adoption in this work at least is clearly systematic.
In contrast, in other documents, the term 'carer' is also used to describe an UNPAID role, with or without the addition of 'family' , and at times substituting 'caregiver' . Two years later, part of the 'Guideline for Assessment Processes for Older People' , develops this definition, by referring to the opportunity for improving outcomes within the caregiving relationship:
Carers refers to all people caring for older people, including older people caring for others. Carers have particular needs resulting from their carer role, and supporting these needs results in improved outcomes for both the carer and the care recipient, including a reduction in abuse in caregiving situations (New Zealand Guidelines Group 2003, 23) .
Within the New Zealand legal framework, families negotiate practical variations in care and support arrangements, according to the circumstances of all the available participants at the time. To illustrate this point, I presented two personalised family care scenarios in , by drawing on the tradition of participant observation in the face of changing health needs of older family members, over relatively lengthy time scales covering around twenty years. These scenarios preface a collection of studies outlining the complex mix of formal and informal services and the legal and cultural dimensions surrounding care of older people in New Zealand (Diesfeld and McIntosh 2014) .
This brief overview of policy definitions of the term carer is a salutary reminder of the risk of 'talking past each other' presented in local anthropological and health discourse several years ago by Metge and Laing (1978) , of intra-cultural as well as cross-cultural miscommunications. Despite this risk, in general usage, it is claimed that the similarities in both language and cultural context between New Zealand and Australian research, policy and practice in the aged care sector outweigh differences, making a trans-Tasman policy comparison both possible and informative (Fine and Keeling 2010) . In the same way, international comparison in both formal and informal care research (as covered in the first section of this paper), has been shown to also be legitimate, with the continuing proviso that key terms in local usage are clearly defined at the outset: the most common ones likely to pose problems in a comparative context are 'carer' , and 'caregiver' , and whether these connote a paid or unpaid role.
PAID AND UNPAID CARE IN AN AGEING SOCIETY -SUMMARY AND REVIEW
The previous sections have shown that the definitions and meanings surrounding paid and unpaid care of older people are at times contested, and often contradictory. This field thus demonstrates a central ambiguity inherent in studying globalisation and cosmopolitanism. Research evidence, both local and international, needs careful interpretation, along with application into New Zealand discourse, at all levels, whether in everyday language, or in the context of research and policy.
In the paid care sector and in labour market terms, global patterns of female dominance, casualisation, low pay, regional variation, and links to both national and international migration patterns are evident. Global patterns of rising demand for aged care, in particular, are driven by the notable growth of the 'oldest old' , and the prevalence of chronic conditions and long term disability in the New Zealand population as elsewhere. In turn, ageing of the paid workforce includes the health and social care sector. This further compounds the risk that rising participation in the labour market, particularly by older men and women, and women of all ages, may well contribute to reducing the supply of informal care. Policy slogans, or strategic directions, such as 'ageing in place' in turn contribute to trends in the sites and settings of care delivery, and in preferences (Schofield et al. 2006) . In New Zealand, this plays out in particular in the threshold or interface between home-based services and residential care, and implicates further the role and everyday work carried out by family carers.
Bowling and Grundy reviewed international evidence surrounding this interface nearly twenty years ago, concluding:
fairly strong evidence appears to exist of a relationship between social support, network structure and health status, mortality as well as risk of entry into institutional care … there is doubt about whether the crucial variable has been measured … [There is] tremendous potential for further research (Bowling and Grundy 1998, 359) .
These latter comments continue to resonate in New Zealand research and practice up to the time of writing.
In reviewing the linguistic and social construction of 'care' and the role of 'carer' in research and practice, the evidence considered here suggests that 'care' is used or identified by an older person themself or by others, when it carries an implication of a 'threshold' of higher or increasing need. Following an implicit scale of rising intensity, intimacy, or risking sustainability, the lesser terms such as 'help and support' are more likely to be used when below this threshold. The extensive range of alternative vocabulary and phraseology, tabulated alongside a spectrum of implicit cultural principles in Tables 2 and 3 , serves to reinforce doubt as to whether the 'crucial variable' sought above, has yet been found, or indeed can be. This somewhat sliding scale of 'increasing perceived need for care' also fits within a context of historical or current familial relations, meaning that a familial role label is more likely to be used instead of carer, in the face of what is seen as a lower level of need, and where more generalised help and support might be sufficient.
Everyday family relations can in many circumstances adjust to incremental need for care, and even to occasional spikes, such as periods of acute illness. However, care in a crisis situation is commonly seen as a trigger for role adjustments in family care contexts, and equally can become professionalised when public health systems find themselves as default care providers. It is here that unpaid family care intersects critically with access to and utilisation of paid or formal care services, including primary care. Essentially, the anthropological endeavour undertaken in this chapter is aimed at making sense of the commonly taken for granted family relations surrounding care of older family members in any rapidly changing society. It requires both emic and etic perspectives, and continuous and simultaneous translation between the cosmopolitan and the local. 
